where district general hospitals (DGHs) may not be easily accessible, few are located within inner cities. London has had only three examples of GP units in recent years-one of which has been generally regarded as a success, 1 one which was closed due to low bed occupancy and high staff turnover, 2, 3 and the Phoenix ward GP unit based at St Charles community hospital which opened in 1995, and is the subject of this paper.
Several factors specific to inner city areas have led to increased interest in intermediate care (e.g. urban GP units) in recent years, which has been suggested as an alternative to care in hospitals for suitable patients, 4 particularly for those who are elderly. These include: the shift towards a 'primary care-led NHS', including the specific recommendations of the 1992 Tomlinson report 5 which concluded that primary care in London was under-resourced at the expense of secondary services; older patients in London are more likely to live in poverty; 6 a high proportion of older people live alone compared with younger age groups; 7 elderly patients are less likely to gain access to certain health care services and have poorer outcome following utilization of these services; 8, 9 and GPs in London have documented difficulty in having acute referrals accepted, especially where patients are elderly. 10 In addition, a proportion of elderly patients in acute beds are located inappropriately -because of a need for non-acute health services or for nursing home care. 11 However, there has been little rigorous comparative evaluation of GP units in the NHS. Descriptive studies have provided some data on activity of GP units, but there have been no published studies examining the extent to which these compare with conventional services. This paper forms part of a wider 2-year prospective evaluation of a 15-bed GP unit (Phoenix ward) in inner London, 12 and reports the results of a comparative study of the ward. Phoenix ward was established as a result of the Tomlinson recommendations with the aim of bridging acute and primary services; patients are referred via their GP for treatment, rehabilitation and terminal care. This study compared patients admitted to the GP unit with comparable patients admitted to conventional care in terms of health functioning, health and social service use, and patient satisfaction.
Methods
This was a prospective non-randomized comparative study of elderly patients admitted to a GP unit and comparable patients admitted to conventional services in an inner London health authority between February 1998 and March 1999. Study group patients were those admitted to the GP unit; comparison group patients were those who fitted the criteria for the GP unit (see below) who were admitted to conventional forms of care identified in a map of services 13 (including local community schemes, district nursing and acute care of the elderly and general medical wards). All GP practices within the health authority were contacted by researchers and asked to identify suitable comparison patients to them. Following low rates of patient referrals to the study by participating GPs, conventional services were contacted directly by researchers to identify patients for the study. Suitable comparison patients in both groups were contacted by researchers and asked to consent to participate in the study.
Patients were accepted onto the study if they were aged 65 years or over, gave informed consent to participate, were resident within the health authority area and met the criteria for admission to the GP unit (patients requiring respite care, rehabilitation, convalescence and non-acute treatment or investigation and who were not suffering from dementia or a psychiatric illness). Patients who were demented, suffered from an acute psychiatric illness, had an infectious condition or required specialist medical treatment were excluded from the study (these were exclusion criteria set by the GP unit for admission to the ward; adopting these criteria ensured patients referred to the study were representative in both groups).
Patients were interviewed at three time points: 5-8 days after admission, 1 month after admission and 3 months after admission. Baseline comparability between groups was assessed by demographic and medical data, cognitive function (Abbreviated Mental Test), 14 mental state (Philadelphia Morale Scale) 15 and mental and physical functioning (respective component summary scores of the SF-12). 16 Social support was measured in terms of quality and quantity of support (i.e. number of relatives or friends patients seen in a month, number of people with whom they could talk frankly, and how much of the time they had someone to listen to and support them and perform practical chores if they were unable to do them themselves). This scale was developed from the well-validated measure used in the Medical Outcomes Social Support Survey 17 (originally consisting of 20 items). Change in physical and mental functioning over time was assessed by the SF-12. Patient satisfaction and perceptions of care were assessed at the second interview, using a modified version of a measure used in the National Survey of Hospital Patients. 18 Use of health and social services was measured at all three interviews using patient recall.
Following a pilot study that assessed inter-rater reliability, all data was collected onto standardized forms by one of two researchers (NB and PB), and subsequently analysed in SPSS. Means were compared using t-tests, and differences in proportion were assessed by chi-squares (statistical significance was inferred when the P-value was Ͻ0.05). Multivariate analysis adjusting for co-morbidity was conducted to determine whether variation in patient satisfaction could be explained by type of care (e.g. GP unit versus conventional care) or type/severity of illness.
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Subgroup analysis
To validate data derived from comparing in-patients on the GP unit with patients receiving both in-patient and out-patient comparable conventional care, subgroup analysis was conducted to compare GP unit patients and conventional care hospital in-patients alone.
Sample size calculations
In order to detect mean score differences of at least six points in terms of patient functioning (SF-12), a minimum of 50 patients per group were required (assuming 80% power, 5% significance and a mean score of 40 in the group receiving conventional care with an SD of 10).
Results
A total of 228 admissions (172 patients) were made to the GP unit during the study period (1 February 1998 -3 March 1999 , of whom 92% were aged over 65 years of age (range 40-98 years). Sixty-six (out of 172) patients were excluded on the basis of non-consent, confusion, they were too ill or were unavailable when researchers visited the ward, or they did not fit the study criteria. A total of 155 comparison group patients were referred to the study, of whom 81 were found to be suitable to take part. Sixty-seven patients (response rate 63%) were recruited to the study from the GP unit and 60 from conventional care services (patients in the comparison group were fairly equally distributed between community and hospital services: 55% versus 45%, respectively). At entry to the study, there were no differences between patients in either the GP unit or conventional care along any of the dimensions measured (Table 1) , with two exceptions: patients receiving conventional care suffered more breathing difficulties including asthma and bronchitis (chi square = 3.9, P = 0.05) ( Table 1 ) and GP unit patients were more likely to have seen their GP prior to admission: 92.5% on the GP unit compared with 80% in conventional care (chi square = 7.9, P = 0.005) ( Table 2) .
Mental and physical functioning of GP unit patients were similar to those of conventional care patients at all three time points. Additionally, physical functioning did not change over time for patients in either group. However, mental functioning of GP unit patients improved between entry to the study and 1 month later (P Ͻ 0.05). By 3 months, however, this effect had disappeared ( Table 2) .
Use of health and social services over time was also similar for both groups. GP unit patients, however, were more likely to have seen their GP than patients in conventional care 3 months after admission: 46.3% on the GP unit compared with 28.3% in conventional care (chi square = 5.4, P Ͻ 0.05) ( Table 2) .
GP unit patients were consistently more positive about their care than patients in conventional services, especially around areas of communication, information, staff, assistance/care and the facilities (Table 3) . GP unit patients felt more informed about their care than those receiving conventional services, for example 57.1% of GP unit patients were given some form of written information about their routine on admission compared with 10% of patients receiving conventional care (however, there were no differences in the number of people who received verbal information: 42% of GP unit patients compared with 49% of patients receiving comparable care). GP unit patients were also more satisfied with the amount of information that was given to their friends/ relatives about their condition to facilitate their recovery compared with patients in conventional care (73% compared with 51.9% in conventional care) and felt more involved in decisions about their care (87.2% on the GP unit compared with 65.9% in conventional care). Patients on the GP unit were twice as likely to say that staff on the ward wore name badges (86.8% compared with 40.6% in conventional care). Patients receiving conventional care were more likely to think that the doctors/nurses were withholding information from them (29.3% compared with 7.9% of GP unit patients), and that staff talked in front of them as if they were not there (26.8% compared with 4% of GP unit patients).
Patients on the GP unit were also more satisfied with the staff and facilities. For example, 72% of patients found the doctors, and 84.3% found the nurses helpful (compared with 50 and 40.5% of conventional care patients, respectively), and 82.7% of GP unit patients were very confident in the ability of the staff, compared with 57.5% in conventional care. Similarly, GP unit patients were more likely to say that staff were available when they were needed, for example 90.5% of GP unit patients always got help with bathing when they needed it, and 97.4% said the nursing care was as good at night as during the day (compared with 65.5 and 25%, respectively of patients receiving conventional care). GP unit patients were also more likely to report that the food on the ward met their dietary requirements (76.9% compared to 53.3% of conventional care patients). While more patients on the GP unit were satisfied with the cleanliness of their ward or room (81.6% compared with 44.8% in conventional care), more patients receiving conventional care did not share a room throughout most of their care (55.6% compared with 17% of patients on the GP unit). Finally, a higher number of patients on the GP unit (94%) said they would recommend their care to a friend compared with patients receiving conventional care (79.5%).
When co-morbidity was adjusted for [95% confidence interval (CI)], multivariate analysis revealed that GP unit patients retained higher levels of patient satisfaction than those in conventional care, suggesting that patient perceptions around quality of care were related to use of the GP unit and not morbidity.
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Subgroup analysis
When in-patients on the GP unit (n = 67) were compared with conventional care hospital in-patients alone (n = 27), some differences were found between the two groups at entry to the study. While females made up almost threequarters of the study group, sex was equally distributed in the in-patient comparison group (P Ͻ 0.05), which also constituted significantly fewer white patients and more Asians at baseline (P Ͻ 0.05). Additionally, in-patients in the comparison group suffered more co-morbid conditions: 42.3% suffered from breathing difficulties (including asthma and bronchitis) compared with 21.2% in the GP unit (P Ͻ 0.05), 28% suffered from a stroke compared with 10.9% in the GP unit (P Ͻ 0.05) and 23.1% suffered from kidney problems compared with 7.7% in the GP unit group (P Ͻ 0.05). However, no differences were found between groups in terms of physical and mental health functioning as measured by the SF-12 at any of the three time points. Due to the fact that a high proportion of in-patient comparison patients were still in hospital 1 month after admission to the study, comparisons with other patients were influenced. As a result, the in-patient comparison group appeared to make considerably less use of community services compared with GP unit patients [fewer patients used the home help facility both on entry to the study (P = 0.05) and 1 month later (P Ͻ 0.05), and they made less use of district nursing services (P Ͻ 0.05), meals on wheels (P Ͻ 0.05) and day centres (P Ͻ 0.05) at 1 month after entry to the study].
Similar statistically significant results were obtained when the two groups were compared in terms of how positive patients were about the quality of their care (five items became non-significant: belief that doctors/nurses were withholding information, family/friends given all information needed to enable patients' recovery, very confident in ability of staff, doctors very helpful and room/ward very clean). Four items found not to be significant in the main analysis now reached statistical significance: 73.1% in the GP unit group thought it was very easy to find someone on the hospital staff to talk to about concerns about their condition/treatment compared with 36.8% in the in-patient comparison group (P Ͻ 0.01); 40.4% of GP unit patients were given medication to help with their pain without asking compared with 26.7% of the in-patient comparison group (P Ͻ 0.05); a higher number of comparison in-patients had a complaint about poor/inefficient hospital administration An inner city GP unit versus conventional care for elderly patients 145 *P Ͻ 0.05. P 0 , GP unit versus conventional care on entry to the study; P 1 , GP unit versus conventional care at 1 month after entry to the study; P 3 , GP unit versus conventional care at 3 months after entry to the study.
(15% compared with 1.9% on the GP unit, P Ͻ 0.05); and a greater number of comparison in-patients perceived that they had one nurse in charge of their care (40% compared with 5.8% in the GP unit, P Ͻ 0.01).
Discussion
This prospective, comparative study of an inner city intermediate care unit has shown that in terms of patient functioning, levels of care are at least as good as those in conventional services. Further, GP unit patients experience a short-term improvement in mental functioning and consistently higher levels of satisfaction with their care. Taken together, these results suggest that perceived better quality services (described by patients in the intermediate care group above) may lead to increased mental functioning in the form of improved feelings of wellbeing. Good-quality intermediate care therefore has a clear and important role within the current context of services for physically frail elderly patients. Both groups were high users of health and social services, in line with national reports of service use. 19 Patients on the GP unit were more likely to have seen their GP than those receiving comparable services both prior to admission and 3 months later. This is probably due to the role of GPs in the referral process to the unit, and GPs may make more follow-up visits as a result of their responsibility for their patients during their stay on the GP ward. Use of services remained high in both groups throughout the study period even when most patients had been discharged from care. Neither the GP unit nor conventional care therefore appear to lead to even a short-term reduction in service use. Due to the nature of the services, missing data in the above groups are found almost exclusively in the groups receiving conventional care.
Randomization deliberately was not chosen as a design for this study as this would have removed the role of patient and GP choice in the admission of patients to the ward, and affected ward occupancy (not reported in this paper). 12 Undertaking a randomized controlled trial may have reduced the 'generalizability' of the results, for example outcomes in the present study may be highly dependent on the characteristics of the providers of care, the setting and the patients (e.g. GPs on the GP unit could be viewed as having a vested interest in the success of the ward). 20 Despite methodological difficulties of comparison with conventional care, we are confident that the nonrandomized design that was used produced representative groups of patients. Overall, there were no differences between the study and comparison groups on any of the dimensions we measured, and the sample size was big enough to have detected any differences at baseline. Similarly, patients in both groups were representative of all those referred to the study regardless of whether they participated.
Two main methodological problems were encountered with the present study. First, this study compares in-patients on the GP unit with patients receiving both in-patient and out-patient comparable conventional care. As a result of the heterogeneity of this latter group, subgroup analysis was conducted to investigate whether any differences occurred between GP unit patients and conventional care hospital in-patients alone. Due to the sample size, caution should be exercized when drawing conclusions; however, patients' perceptions of quality of care on the GP unit remained more favourable compared with conventional services for elderly patients. This was supported further by anecdotal statements made by patients to researchers during the course of the study (not reported here). Secondly, some differences in case mix were encountered. For example, although we achieved a highly satisfactory convergence between GP unit and conventional care patients in terms of mental and physical functioning, some key differences in comorbid conditions were revealed. Thus those satisfaction criteria potentially related to morbidity (e.g. beliefs about doctors/nurses withholding information, nurse availability and help with bathing) may not be the result of more successful communication or better care on the GP unit but rather be the consequence of more serious or life-threatening disease in the conventional care group. However, multivariate analysis between patients on the GP unit and in conventional care determined that variation in patient satisfaction was related to the type of care and not morbidity within the comparison group (the sample size was too small to conduct this analysis with subgroup data).
This study did not examine the cost of the GP unit compared with conventional care; however, a costeffectiveness study undertaken in 1995 21 found that the GP unit would be economically viable compared with nearby acute care of the elderly wards if it maintained a minimum occupancy of 80%.
The present study involved the systematic evaluation of elderly patients' experiences with their care using a measure designed to incorporate detailed and specific questions about in-patient care. Taking into account the methodological difficulties inherent in the design of this study, this paper nonetheless provides useful insight into the strength of intermediate care. For example, whilst one might expect those in intermediate (GP unit) care to receive more information and feel generally more involved in their care compared with those receiving community services, arguably patients in all forms of care available to the elderly ought to feel similarly included. Both the Government and the General Practitioner Committee currently are committed to exploring new ways of working within primary care (of which intermediate care is one example), and these findings emphasize some aspects where high-quality care is achieved in an intermediate care facility in inner London-an area where quality of care for elderly patients remains an ongoing area of concern. This study has important policy implications with regard to planning future intermediate care services and will be of particular interest to health service planners and those responsible for clinical governance.
Given the current emphasis on increasing intermediate care facilities in inner London, 22 the development of GP units may become more feasible. This study presents evidence that GP units may provide a viable alternative to conventional care in terms of patient experience. Importantly, this study highlights important shortfalls in the quality of conventional care for elderly patients, by no means a new area of concern. 23 The consistently low levels of satisfaction with care reported by patients in conventional services are particularly troubling given the relatively positive experiences of GP unit patientsin other words, poor quality of care need not be inevitable. Further work needs to be undertaken to determine those elements of GP unit care which contributed to better results for patients, and to devise ways to generalize this success into mainstream services.
